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A 58-year-old man with end-stage renal disease due to
hypertensive nephropathy presented with fatigue, decreased
appetite, and bilateral lower extremity edema worsening over
2 weeks. His past medical history was significant for
deceased-donor renal transplants in 1989, 1990, and 1994.
His most recent renal graft had been functioning for 15 years
with a baseline creatinine level between 1.8 and 2.2mg/dl. On
admission, his creatinine level was 4.3mg/dl. An ultrasound
demonstrated a markedly dilated collecting system in his
functioning transplanted kidney. A computed tomography
scan showed a loop of the transplant ureter extending
through the internal opening of his right inguinal canal
(Figure 1a). The proximal limb of the ureter was dilated to
3.4 cm with a transition point within the herniated portion of
the ureter and a decompressed distal limb.
A percutaneous nephrostogram demonstrated the trans-
plant ureter coursing through a right inguinal hernia. A stent
was passed through the length of the ureter and into the
bladder to allow for decompression (Figure 1b). The patient’s
creatinine level returned to his baseline and his symptoms
resolved. On subsequent admission, the patient was taken to
the operating room and underwent exploration through a
right inguinal incision. Dissection through the external
oblique fascia demonstrated a hernia sac in the inguinal
canal and a palpable ureteral stent within the sac (Figure 1c).
The hernia sac was reduced and a Marlex mesh inlay was
used to reconstruct the floor of inguinal canal. The patient
did well postoperatively and was discharged home the
following day.
Herniation of a transplant ureter is an extremely rare
complication following renal transplantation. Management
of the obstructive uropathy is directed first at percutaneous
decompression with stent placement, followed by definitive
surgical management of the inguinal hernia. Ureter identi-
fication and preservation during inguinal hernia exploration
is facilitated by preoperative stent placement.
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Figure 1 | Inguinal herniation of ureter. Coronal computed tomography scan demonstrating severe hydronephrosis and descent of the
transplant hydroureter through a right inguinal hernia (a, arrow). Ureteral stent demonstrating the ureter course through the right
inguinal hernia (b). Intra-operative photograph demonstrating the hernia sac containing ureter with ureteral stent in place (c).
Kidney International (2010) 78, 115 115
